Patient-centred care after Shipman
Professor Baker (April 2004 JRSM 1 ) believes that the Shipman case exposed a medical culture in need of radical reform. In laying blame on the medical profession he tends to ignore those who were primarily responsible for delay in detecting Shipman's murderous behaviour.
We now know that Shipman was a criminal who at the same time was a registered medical practitioner. It was in the public domain that Shipman had a criminal record dating back to his time in practice in Todmorden, West Yorkshire. Following his disgrace and his rehabilitation, he applied to enter practice in Hyde, Cheshire. His new family practitioner committee failed to check whether he had had a previous criminal record.
During Shipman's time in practice in Hyde, the family practitioner committee had medical advisors visiting practices, and part of the advisors' duties was to check doctors' drug registers. Pharmaceutical inspectors visited chemist outlets regularly and likewise examined drug registers.
In both of Shipman's convictions, any failure in either the storage of drugs or the recording of drugs in drug registers had to be the responsibility of Government inspectors to enforce regulations available to them at the time or to detect irregularities in their system. What information was passed by all of those professional Statepaid inspectors to alert the appropriate authorities with regard to Shipman's activities? Our coroners were not vigilant. Thus they failed in their duties. The police, though alerted, failed to investigate fully a complaint. Funeral directors also had a public duty. Government statistical analysts through their computerized information should have noticed an abnormal trend. Yet Professor Baker writes about systems that failed at the patient-doctor level and at the patient-professional level.
It is true that there was and is a system failure in death certification. The medical profession, the Royal Colleges, the BMA and the General Medical Council collectively and separately over the years lobbied for changes in death certification. As a profession we recognized that technology has progressed and changes were needed in many areas. Government must accept that funding is a vital element so that our monitoring systems can be upgraded. Government had failed to provide Parliamentary time to support requests from the General Medical Council and the Royal Colleges for new statutory regulations.
It was Government-paid officials who failed the people of Hyde. The statutory instruments that were available to them were not used.
E Tierney
Birch House, Broadley, Whitworth, Rochdale OL12 8RU, UK We have seen four patients who reported feeling cold within a few weeks of starting donepezil hydrochloride for Alzheimer's disease. On investigation, their temperatures and peripheral circulations were within normal limits. Their Mini Mental State Examination scores at the start of treatment ranged from 13/30 to 22/30 and the medical histories included (1) epilepsy; (2) hypertension, polymyalgia rheumatica, osteoporosis; (3) transient ischaemic attack, varicose veins, pneumoconiosis; (4) sigmoid diverticular disease, respectively. None had previously reported disturbed temperature perception. Because of this symptom, which began within 8 weeks of starting donepezil, the patients kept their rooms very warm; one patient set the thermostat to 24 8C. Discontinuation of the medication alleviated symptoms in two patients; one died from unrelated causes; and the other decided to tolerate the symptom in view of the benefits derived from donepezil.
A search of Psyclit, Embase, Medline, CINAHL and ACP Journal Club yielded no reports of such a side-effect from donepezil or other cholinergic agents. Nor was it seen in acute pyridostigmine poisoning. 1 In healthy volunteers eptastigmine, a new acetylcholinesterase inhibitor, may have a weak effect on (lowering) body temperature. 2 Although Alzheimer's disease may involve the suprachiasmatic nucleus of the hypothalamus, and thus potentially affect circadian and bodily temperature rhythms, 3 there are no previous reports of changes in self-awareness of temperature in this condition. Temperature disturbances of this sort, although not life-threatening, can be uncomfortable and also costly in extra heating. The possible drug causation deserves systematic assessment. Meanwhile, carers should be particularly sympathetic to patients with Alzheimer's disease when they complain of feeling cold. Language and brain injury
In the patient described by Dr Coughlan and her colleagues (May 2004 JRSM 1 ) the French accent that developed after a stroke turned out to be a disturbance of native speech patterns. I was reminded, however, of a case of head injury in which several languages were lost and serially regained. On a visit to London the patient, a Belgian who lived in Greece and was fluent in many languages, looked the wrong way and was knocked over by a passing car. For three days her whereabouts were unknown, and the Belgian Embassy eventually traced her to the National Hospital, Queen Square. It emerged that, on admission to the hospital, she had spoken a language that no-one recognized. This was Flemish. As she improved, she reacquired English and later
Greek. She made a full recovery from the head injury, and the languages returned in the order she had learnt them. 
Treatment of age-related macular degeneration
The pattern of the retinal vasculature is thought to be unique for each eye. In the excellent review article by Mr Browning and co-authors (April 2004 JRSM 1 ) it was therefore interesting to see how this pattern changed after photodynamic therapy (their Figure 3a and Author's reply Mr Boase, with his keen eye, has spotted an embarrassing mistake. Through a filing error the angiograms supplied for Figure 3 were indeed from different patients, though 3b does have the desired property of illustrating closure of the neovascular membrane three months after therapy. The Registrars General have noted the emergence and disappearance of certain diagnoses in their Death Register over the generations, and have accounted for these phenomena. However, it is not evident how, by applying the underlying principles, one might account for the time cluster of boot-associated deaths. The contemporary authors Gissing, Wells and Collins, though their booted heroes and heroines trudged repeatedly across London and far out into its suburbs, provide no clues to the reasons for this mystery.
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Medically unexplained symptoms
Professor Butler and colleagues propose an approach whereby both patients and clinicians can regard 'medically unexplained symptoms' as unambiguously medical (May 2004 JRSM 1 ).
As a clinician I found myself wondering how this new formulation of medically unexplained symptoms would actually help in my clinical work where I see a significant number of such patients. In contrast to the authors' assertion that clinicians are required 'to do an awkward dance of collusion with the patient' I find that a rational
